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Abstract
Purpose
To comprehensively identify the determinants of quality of life (QoL) in a population study
sample of persons aged 18–50 and 50+.
Methods
In this observational, cross-sectional study, QoL was measured with the WHOQOL-AGE, a
brief instrument designed to measure QoL in older adults. Eight hierarchical regression
models were performed to identify determinants of QoL. Variables were entered in the fol-
lowing order: Sociodemographic; Health Habits; Chronic Conditions; Health State descrip-
tion; Vision and Hearing; Social Networks; Built Environment. In the final model, significant
variables were retained. The final model was re-run using data from the three countries
separately.
Results
Complete data were available for 5639 participants, mean age 46.3 (SD 18.4). The final
model accounted for 45% of QoL variation and the most relevant contribution was given by
sociodemographic data (particularly age, education level and living in Finland: 17.9%
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explained QoL variation), chronic conditions (particularly depression: 4.6%) and a wide and
rich social network (4.6%). Other determinants were presence of disabling pain, learning dif-
ficulties and visual problems, and living in usable house that is perceived as non-risky.
Some variables were specifically associated to QoL in single countries: age in Poland, alco-
hol consumption in Spain, angina in Finland, depression in Spain, and self-reported sad-
ness both in Finland and Poland, but not in Spain. Other were commonly associated to
QoL: smoking status, bodily aches, being emotionally affected by health problems, good
social network and home characteristics.
Conclusions
Our results highlight the importance of modifiable determinants of QoL, and provide public
health indications that could support concrete actions at country level. In particular, smoking
cessation, increasing the level of physical activity, improving social network ties and apply-
ing universal design approach to houses and environmental infrastructures could potentially
increase QoL of ageing population.
Introduction
European population is undergoing an unprecedented ageing process, which is taking place as
a joint effect of increased life expectancy and reduced fertility: the percentage of persons aged
60+ increased from 9.2% in 1990 to 11.7% in 2013 and is projected to reach 21.1% by 2050 [1].
Increased life expectancy leads to increased prevalence of non-communicable diseases and to a
relevant increase on the burden associated to these conditions: in fact, the increase in years
lived with disability in the last two decades was 55.4% for non-communicable diseases, 7.6%
for communicable disease and 0.3% for injuries [2].
In such a context, healthy ageing is becoming an important pillar of research and an objec-
tive for policy-makers. Healthy ageing is defined as “the process of developing and maintaining
the functional ability that enables well-being in older age” [3]. Healthy ageing is expected to
impact on quality of life (QoL): thus, understanding the features of QoL, and of its determi-
nants, in a healthy ageing perspective is of primary relevance. Studies addressing determinants
of QoL generally focus on a limited number of domains, such as the presence of multi-morbidi-
ties [4,5], visual impairment [6] and obesity [7], behavioral issues, such as higher levels of alco-
hol use [8,9], smoking [10,11] or active lifestyle [9,12]. In addition to this, social factors have
also been shown to influence QoL in the ageing process: examples of this include social and
family relationships [13,14] and socioeconomic status [15,16].
Research addressing the impact of a larger number of factors on QoL is, however, almost
lacking. In particular, little research has been devoted to the analysis of the impact of built envi-
ronment (i.e. the part of the environment which results as an effect of human activity) on QoL
[17], while some indications of its impact on the health state have been found: living in walk-
able environments are associated with increased physical activity, lower prevalence of over-
weight, lower depression and less reported alcohol abuse [18]; better-quality built environment
is associated with lower prevalence of psychiatric symptoms [19]; worse-quality built environ-
ment is associated with poorer self-rated health [20]. The aim of this paper is to comprehen-
sively identify the determinants of QoL in a large population study sample of persons aged 18–
50 and 50+ that were enrolled on occasion of the COURAGE in Europe Project (Collaborative
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Research on Ageing in Europe). We included a wide set of candidate determinants, such as
demographic data, chronic conditions, health and health habits information, as well as social
networks and built environment variables. We relied on the definition of QoL endorsed by the
WHO’s WHOQOL group: QoL as the individuals’ perception of their position in life in the
context of the culture and value systems in which they live and in relation to their goals, expec-
tations, standards and concerns [21].
Methods
Study design, procedure and sample
COURAGE in Europe is an observational, cross-sectional study of the general community
dwelling adult population reached though face-to-face household interviews that were con-
ducted between May 2011 and March 2012 in Finland, Poland and Spain using a computer-
assisted personal interviewing system. The instruments used were translated from English into
Finnish, Polish, and Spanish following the World Health Organization translation guidelines
for assessment instruments [22]. Quality assurance procedures were implemented during field-
work [23]. The present study was approved by the ethical committee of Neurological Institute
Carlo Besta, Milan, Italy, project coordinator; the Ethics Review Committee, National Public
Health Institute, Helsinki, Finland; the Bioethical Committee, Jagiellonian University, Krakow,
Poland; Ethics Review Committee, Parc Sanitari Sant Joan de Déu, Barcelona, Spain; and Ethics
Review Committee, La Princesa University Hospital, Madrid, Spain. Written informed consent
from each participant was also obtained. Please see S1 File to access available data.
The three countries were selected to give a broad representation across different geographi-
cal European regions. A multi-stage clustered design was used to obtain nationally representa-
tive samples. The whole sample comprised 10,800 respondents: 1976 from Finland (response
rate 53.5%), 4071 from Poland (response rate 66.5%), and 4753 from Spain (response rate
69.9%) [24].
Measures
Quality of Life. QoL was measured with the WHOQOL-AGE, a 13-items instrument that
was based on other versions of the WHOQOL. The development and validation is fully
described elsewhere [25]: the WHOQOL-AGE is designed and validated to measure QoL in
older adults. and provides a single score that ranges on a 0–100 scale, with higher scores indi-
cating higher QoL.
Socio-demographic information. Socio-demographic information included age, educa-
tional attainment divided into three categories (None, Primary or Secondary school, High
school or higher), marital status categorized into Married or cohabiting, Never married, Sepa-
rated or Divorced, and Widowed and location, grouped into urban or rural according to coun-
try-specific definitions.
Health Habits. Health Habits included in the analysis were: smoking status, alcohol con-
sumption and physical activity, plus body mass index (BMI) and waist circumference (WC).
Height and weight were measured with the use of a stadiometer and a routinely calibrated
electronic weighting scale respectively. BMI was calculated by dividing measured weight (in
kilograms) by squared height (in meters), i.e. kg/m2. BMI was categorized as follows: under-
weight<18.4; normal 18.5–24.9; overweight 25.0–29.9; obese30.
According to the WHO standards, WC was categorized into low risk (WC in the range 40–
102 for males and 54–88 for females) and high risk (WC in the range 102.1–152 for males and
88.1–156 for females) [26].
Determinants of QoL in Finland, Poland and Spain
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Respondents were classified as current smokers, past smokers or those who had never
smoked Users of smokeless tobacco were excluded from the analysis.
With regard to alcohol consumption, questions addressed individual consumption patterns,
including frequency and quantity of alcohol use. Responders were grouped into four groups
[27]:
1. lifetime abstainers or occasional drinkers (i.e. those who had never consumed an alcoholic
beverage or had not consumed alcohol in the last 30 days);
2. non-heavy drinkers (i.e. social drinkers who consumed alcohol in the last 30 days but were
not heavy drinkers);
3. infrequent heavy drinkers (i.e. binge drinkers who consumed alcohol on 1–2 days in the
past week with 5 or more standard drinks for men and 4 or more standard drinks for
women);
4. frequent heavy drinkers (those who consumed alcohol on 3 or more days per week with 5 or
more standard drinks for men and 4 or more standard drinks for women).
Questions about the type and level of physical activity that the respondent undertakes were
based on the second version of the Global Physical Activity Questionnaire (GPAQ v2) [28].
The GPAQ v2 differentiates between work and leisure, and recreational and sport-related
activities, and records the frequency (number of days) and duration (minutes or hours) of each
activity undertaken in the preceding 7 days. Using conventional cut-off points the following
levels of physical activity were created [29]:
1. high physical activity (vigorous-intensity activity on at least 3 days achieving a minimum of
at least 1500 Metabolic Equivalent to Task (MET)-minutes per week or—7 or more days of
any combination of walking, moderate or vigorous intensity activities achieving a minimum
of at least 3000 MET-minutes per week);
2. moderate physical activity (3 or more days of vigorous-intensity activity of at least 20 min-
utes per day; 5 or more days of moderate-intensity activity or walking of at least 30 minutes
per day; or 5 or more days of any combination of walking, moderate or vigorous intensity
activities achieving a minimum of at least 600 MET-minutes per week);
3. low physical activity (a person not meeting any of the above mentioned criteria).
Assessment of Chronic Conditions. Prevalence estimates of chronic conditions were
based on self-report by respondents through the question, “Has a health care professional ever
told you, you have. . .?" for the following eight conditions: Arthritis, Stroke, Angina, Diabetes,
Lung disease, Asthma, Depression, and Hypertension.
Health State description. Respondents were asked a series of questions on symptoms or
difficulties, including pain, learning, concentration, sleep, feeling tired, sad or depressed, feel-
ings of worry or anxiety, being emotionally affected by one’s own health state, and a general
rating of how much these problems/difficulties interfere with respondents’ lives. All items were
rated on a 5-point scale (no problems, mild, moderate, severe, extreme/complete problems).
With the exception of the question on pain, that kept was on a 5-point scale (no pain, pain but
no problems, pain and mild problems, pain and moderate problems, pain and severe prob-
lems), responses referring severe and extreme/complete problems were merged as the option
“extreme/complete” was reported by less than 1% of respondents.
Determinants of QoL in Finland, Poland and Spain
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Vision and Hearing. These constructs were addressed with four questions, referred to the
previous 30 days: a) Distant vision, with the response to the question “how much difficulty did
you have in seeing and recognizing an object or a person you know across the road (from a dis-
tance of about 20 meters)?”; b) Near vision, with the response to the question “how much diffi-
culty did you have in seeing and recognizing an object at arm's length (for example, reading)?”;
c) Near hearing, with the response to the question “how much difficulty did you have in: hear-
ing someone talking on the other side of the room in a normal voice (even with your hearing
aid on if you use one)?”; d) Problems with conversation hearing, with the response to the ques-
tion “how much difficulty did you have in: hearing what is said in a conversation between sev-
eral people (even with your hearing aid on if you use one)?”. All items were rated on a 4-point
scale (no problems, mild, moderate, extreme/complete problems).
Social Networks. A synthetic social networks index (SNI), fully described elsewhere [30]
was used to evaluate the impact of social networks. Briefly social network was defined as a multi-
dimensional set of independent networks involving the relations with spouse, parents, other rela-
tives (children, grandchildren and others), neighbours, friends and co-workers. For each of them,
structural and functional aspects were taken into account, namely, the size of specific networks,
the ties (close relations), help (general social support) and the frequency of face-to-face contacts.
The SNI ranged from 0 to 100, with higher score indicating better social networks.
Built Environment. Courage Built Environment self-reported questionnaire (CBE-SR)
was fully described elsewhere [31]. It comprises 19 items grouped into four indexes: “Usability
of the neighbourhood environment”, “Hindrance of walkable environment”, “Easiness of use
of public buildings, places and facilities”, “Usability of the living place”. For each of the four
scales, scores range between 0 and 100: higher scores address, respectively, a neighborhood
environment perceived as more usable, walkable environment perceived as more hindering,
public buildings, places and facilities perceived as more easy to use, and living place perceived
as less risky and more usable.
Statistical analyses
Descriptive statistics are presented overall and by country as percentage or mean values (±
standard deviation) as appropriate. Weighted data have been used to account for sampling
design, and post-stratification corrections to the weights have been used to adjust for popula-
tion distribution and for non-responses.
Eight multivariable hierarchical regression models were performed in order to identify pos-
sible determinant of QoL. The hierarchical models were implemented as follows:
• Model 1: Sociodemographic variables;
• Model 2: significant predictors fromModel 1 and Health Habits;
• Model 3: significant predictors fromModel 2 and Chronic Conditions;
• Model 4: significant predictors fromModel 3 and Health State description;
• Model 5: significant predictors fromModel 4 and Vision and Hearing;
• Model 6: significant predictors fromModel 5 and SNI;
• Model 7: significant predictors fromModel 6 and CBE;
• Model 8: the final model retained only the significant variables of Model 7.
The final model was replicated selecting responders country by country from the three
countries so to address similarities and differences across Finland, Poland and Spain.
Determinants of QoL in Finland, Poland and Spain
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The SAS’ surveyreg procedure was used for the construction of the models to take into
account the nature of the complex sample design, including the individual weights, cluster and
strata. Analysis of residuals was performed to examine models’ goodness of fit and adherence
to regression assumptions. Multicollinearity was checked using the tolerance and the Variance
Inflation Factor; variables with tolerance< 0.4 and Variance Inflation Factor>2.5 were dis-
carded from the analysis. Specifically, the variables “Feel tired”, “Problems with worry or anxi-
ety”, “Difficulties interfere with life”, “Hearing problem in conversation with several people”
were discarded fromModels 4 and 5 due to their multicollinearity with “Difficulty in sleep”,
“Feel sad, low or depressed”, “Emotionally affect by health problems”, “Near hearing”,
respectively.
The significant level was set at 0.05. All statistical analyses were performed using SAS, ver-
sion 9.4.
Results
The final sample with complete information across all variables, described in Table 1, com-
prised 5639 participants, mean age 46.3 (SD 18.4). Most of respondents were from urban con-
texts and the sample was balanced for gender. Responders from Poland reported lower QoL
scores. Please refer to S1 Table for the complete distribution of variables by country.
Table 2 reports the results of the hierarchical regression analysis. The final model accounted
for 45% of the variation (49.4% in Finland, 47.7% in Poland and 40.2% in Spain) and the most
relevant contribution, in terms of explained QoL variation, was given by sociodemographic
data (Model 1: 17.9% explained QoL variation), chronic conditions (Model 3: 4.6% additional
explained QoL variation) and SNI (Model 6: 4.6% additional explained QoL variation). Please
refer to S2 Table for the full hierarchical regression models to predict quality of life.
The following predictors had the most significant direct association with higher QoL scores:
living in Finland contrasted to living in Poland, having a good social network and living in a
house that is perceived as usable and with low risk of accidents. The following predictors had
the most significant inverse association with higher QoL scores: age, lower education levels
(primary or secondary) contrasted to higher education, being an active smoker contrasted to
being a long-life never smoker, being depressed, self-reporting pain determining moderate to
extreme difficulties compared to no pain, moderate to extreme learning difficulties compared
to no difficulties, feelings of sadness of any extent, self-reporting to be moderately emotionally
affected by one’s own health condition contrasted to not being affected and, finally, self-report-
ing severe/extreme distant vision problems.
Some variables were basically consistently associated to QoL in the three countries: these
include variables with an inverse association with QoL such as smoking status, bodily aches
and pain, being emotionally affected by health problems, as well as variables directly associated,
such as good social network and living in a house that is perceived as usable and with low risk
of accidents. Other variables, on the contrary, had a specific role across countries: age was sig-
nificantly associated to QoL only in Poland, alcohol consumption only in Spain, angina was
significantly associated only in Finland and depression only in Spain, self-reported feelings of
sadness were significantly associated both in Finland and Poland, but not in Spain.
Discussion
With this study, we reported on the determinants of QoL using data referred to 5639 persons
from Finland, Poland and Spain. Our results show that the most important factors were socio-
demographic variables (age, education level and living in Finland), negative health habits
(smoking status and physical inactivity), presence of chronic conditions, particularly
Determinants of QoL in Finland, Poland and Spain
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Table 1. Distribution of variables by country.
Totaln = 5639 Finlandn = 520 Polandn = 2863 Spainn = 2256
Socio/ Demographic
Age in years (mean±sd) 46.3±18.4 57.0±16.1 44.6±18.3 46.1±18.3
Urban Location 80.6 90.3 72.3 89.4
Female gender 51.2 50.8 52.1 50.2
Education
Secondary or less 41.7 27.2 37.8 50.0
High school & Higher education 58.3 72.8 62.2 50.0
Marital status
Never married 24.6 19.1 23.1 27.9
Married/cohabiting 60.3 59.2 63.2 56.8
Separate/Divorced/Widowed 15.1 21.7 13.7 15.3
Health habits
BMI
Overweight 35.4 39.5 33.3 37.2
Obese 22.9 23.6 23.6 21.9
Waist risk–high 33.0 40.0 29.3 36.2
Smoking status
Never smoked/Ex-smoker 68.6 80.6 68.8 65.6
Current smoker 31.4 19.4 31.2 34.4
Alcohol consumption
Not heavy drinker 54.4 53.4 56.4 51.8
Heavy drinker (frequent & infrequent) 7.9 17.0 8.2 5.6
Physical activity
Moderate 27.0 34.6 17.3 38.1
High 50.8 49.1 61.0 37.7
Chronic conditions
Arthritis 15.5 37.5 14.8 11.4
Stroke 2.0 3.4 2.0 1.7
Angina 4.4 8.1 5.0 2.9
Diabetes 6.5 8.8 6.5 6.1
Lung disease 4.4 3.4 4.8 4.3
Asthma 6.4 9.1 5.5 7.0
Depression 11.3 15.1 7.8 15.0
Hypertension 23.1 32.2 25.8 17.6
Health state
Bodily aches or pains
Pain and mild/moderate difﬁculty 29.7 18.1 36.2 23.8
Pain and severe/extreme difﬁculty 6.6 1.6 8.2 5.6
Difﬁculty in learning a new task
Mild/Moderate 12.9 23.5 15.0 7.9
Severe/Extreme 1.9 1.9 2.5 1.1
Difﬁculty in concentrating
Mild/Moderate 8.6 7.8 9.8 7.3
Severe/Extreme 1.0 0.7 1.1 0.9
Difﬁculty in sleep
Mild/Moderate 28.1 40.7 29.9 22.9
Severe/Extreme 7.1 8.7 7.8 5.9
(Continued)
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depression, presence of disabling pain, of learning difficulties and of visual problems, a wide
and rich social network, and living in usable house that is perceived as non-risky.
To our knowledge, this is one of the few studies addressing a wide range of determinants of
QoL from a population study. Thompson and colleagues [32] addressed the effect of several
variables over composite measures of physical and mental QoL in U.S. adults aged 50 and over.
They found that medical care costs, smoking and leisure-time physical activity (i.e. practicing
physical activities in addition to work-related ones) had large effects on both mental and
Table 1. (Continued)
Totaln = 5639 Finlandn = 520 Polandn = 2863 Spainn = 2256
Feel tired
Mild/Moderate 31.0 51.8 35.8 19.8
Severe/Extreme 4.3 4.1 5.0 3.5
Feel sad, low or depressed
Mild/Moderate 34.8 26.5 44.3 24.2
Severe/Extreme 4.4 1.5 5.2 3.9
Problems with worry or anxiety
Mild/Moderate 36.3 26.2 46.2 25.5
Severe/Extreme 4.4 1.6 5.3 3.9
Emotionally affect by health problems
Mild/Moderate 26.7 26.9 32.3 19.4
Severe/Extreme 4.8 3.3 6.2 3.3
Difﬁculties interfere with your life
Mild/Moderate 28.4 36.4 34.5 19.3
Severe/Extreme 3.8 2.7 4.6 3.1
Vision/ Hearing
Distant vision
Mild/Moderate 13.0 9.8 15.1 10.1
Severe/Extreme 1.4 1.4 2.0 0.6
Near vision
Mild/Moderate 13.5 10.1 15.9 11.1
Severe/Extreme 1.1 0.8 1.7 0.4
Near hearing
Mild/Moderate 11.2 22.4 10.6 9.5
Severe/Extreme 1.4 1.0 1.6 1.3
Hearing problem in conversation with several people
Mild/Moderate 9.9 12.0 11.0 8.1
Severe/Extreme 1.4 0.4 2.1 0.7
SN index
Social Network Score (mean±sd) 70.0±12.8 63.0±9.9 67.5±12.3 74.8±12.5
BE Indexes
Reachability and usability of the neighbourhood environment (mean±sd) 70.1±25.1 61.5±20.3 69.4±23.4 72.9±27.9
Hinderance of walkable environment (mean±sd) 29.3±25.5 14.2±14.9 35.2±24.8 24.8±26.4
Open-to-public buildings, places and facilities (mean±sd) 73.1±24.3 73.2±18.6 65.8±23.8 82.8±22.8
Usability of the living place/home (mean±sd) 76.8±23.2 80.6±19.5 71.7±23.1 82.7±22.7
Quality of Life
Quality of life Score (mean±sd) 72.4±14.6 78.1±10.6 69.9±14.6 74.4±14.9
Notes. All values are percentage by country, except where reported differently.
doi:10.1371/journal.pone.0159293.t001
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Table 2. Hierarchical regressionmodels to predict quality of life.
Domains and variables Total (n = 5639;
R2:0.450)
Finland(n = 520;
R2:0.494)
Poland(n = 2863;
R2:0.477)
Spain(n = 2256;
R2:0.402)
Model 1: Socio/ Demographic (R2 = 0.1793)
Country (ref. Poland)
Finland 7.40*** – – –
Spain 0.34 – – –
Age (years) -0.09*** -0.04 -0.17*** -0.004
Education (ref. Higher education)
None -2.79 No data -3.75 -5.35***
Primary + Secondary -2.53*** -1.20 -2.63* -3.36***
Model 2: Health habits (R2 = 0.2118)
Smoking status (ref. Never smoked)
Ex-smoker -0.49 -1.11 -0.71 -0.12
Current Smoker -2.80*** -4.83*** -2.32* -2.88**
Alcohol consumption (ref. Abstainer)
Not heavy drinker 1.65** -1.90 1.43 2.26**
Infrequent heavy drinker 2.46* 0.05 2.23 3.56
Frequent heavy drinker 3.66 1.35 4.05 3.79
Physical activity (ref. High)
Low -1.98** -2.31 -2.22* -1.51
Moderate 0.21 -1.93* 0.46 0.47
Model 3: Chronic conditions (R2 = 0.2579)
Angina (ref. No) -2.28* -2.84** -1.99 -2.24
Depression (ref. No) -3.18*** 0.79 -2.55 -4.33***
Model 4: Health state (R2 = 0.3725)
Bodily aches or pains (ref. No pain)
Pain but no difﬁculty -1.47 -2.41** 0.63 -3.12*
Pain and mild difﬁculty -2.70** -3.04* -3.18** -1.77
Pain and moderate difﬁculty -3.36*** -4.02* -1.98 -4.93***
Pain and severe/extreme difﬁculty -5.53*** -10.16*** -4.11** -6.09**
Difﬁculty in learning a new task (ref. None)
Mild -0.34 -1.94 0.83 -2.91
Moderate -4.21*** -2.48 -2.87* -6.94**
Severe/Extreme -5.27*** -2.80 -5.13** -3.82
Feel sad, low or depressed (ref. None)
Mild -2.81*** -2.40** -3.26** -2.25*
Moderate -3.53*** -7.89** -3.96*** -2.93
Severe/Extreme -7.07*** -10.29*** -8.43*** -5.36
Emotionally affect by health problems (ref. No)
Mild -2.66** -4.24*** -2.48 -2.44*
Moderate -4.87*** -3.28* -5.42*** -4.28**
Severe/Extreme -4.33* -5.10* -3.59* -5.61
Model 5: Vision/ Hearing (R2 = 0.3757)
Distant vision (ref. None)
Mild -1.20 -0.48 -0.85 -2.03
Moderate -1.77 -0.30 -2.85* 1.16
Severe/Extreme -4.22*** -6.04* -3.67* 0.38
Model 6: Social Network index (R2 = 0.4213)
(Continued)
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physical aspects of QoL, particularly among those with functional limitations. Layte and col-
leagues [33] addressed the determinants of QoL in an Irish sample of subjects aged 50 and
over: they found that mental health, social participation and physical health explain more than
60% of the variation of QoL, with mental health issues having the strongest independent
power. The results of our study are in line with those herein described, but expand their value
by adding some data, such as education and the characteristics of respondents’ homes, by the
fact that we controlled for a large number of variables and by the fact that we enrolled subjects
from 18 years on.
Our results can be broadly divided in two areas: the determinants of QoL that are not, or lit-
tle, likely to be modified if not in the long run, and those that might be modified with short-
medium term interventions. In the first group, variables such as age and education level–that
however might change among the younger respondents–and visual problems are included; the
second group is composed of health habits such as smoking, alcohol consumption, physical
inactivity, presence of pain as well as by less frequently addressed variables like social network
and the features of the built environment.
The relation between individual QoL and age is controversial. In some studies, age was
found among the predictors of decreased QoL, most likely as a result of the effect of chronic
conditions in older individuals [5,34], while such a relationship was not confirmed in other
studies [4,35]. Our results show that age determined worse QoL when controlling for a wide set
of variables, and we did not find a relevant impact of comorbidities like in previous studies: it is
to be noted that only angina and depression remained significant in our final model. Severe dis-
tant vision problems had a strong negative impact on QoL, which basically confirmed previous
research findings [36,37]. Similarly to what shown in other studies, we also found that distant
vision, and not near vision, impact on QoL [38] and that positive relationships have a mitigat-
ing role [39]; on the contrary, we did not find any effect of hearing impairment that was previ-
ously shown to impact on QoL [40].
Education has been sometimes used as a way to address socioeconomic status (SES) inequal-
ities connected to health and QoL: our findings show that lower educational levels are associ-
ated to diminished QoL compared to having high school or academic degrees. Similar results
were found among participants to the American Health and Retirement Study and to the
English Longitudinal Study of Ageing [41], as well as among community-dwelling elderly indi-
viduals (aged 65+) from Switzerland [42]. As previously reported [16] people with low SES
seem to face a double burden: first, increased levels of health impairments and, second, lower
QoL once health is impaired. Our data show that lower education levels, presence of health
state problems–specifically connected to pain and emotional difficulties–and presence of
Table 2. (Continued)
Domains and variables Total (n = 5639;
R2:0.450)
Finland(n = 520;
R2:0.494)
Poland(n = 2863;
R2:0.477)
Spain(n = 2256;
R2:0.402)
Social Network Score 0.24*** 0.32*** 0.22*** 0.24***
Model 7: Built Environment Indexes (R2 =
0.4539).
Usability of the living place 0.11*** 0.10*** 0.10*** 0.13***
Note:
*P0.05
**P0.01
***P0.001.
doi:10.1371/journal.pone.0159293.t002
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chronic conditions such as angina and depression determine lower QoL. Angina and depres-
sive symptoms were already found to be associated with and impaired QoL [43,44], and pain is
frequently reported in association with depression or low mood: a recent study showed that
these two symptoms have a distinct impact over reduced QoL [45], while other hypothesized
that they show a bidirectional interaction and are correlated [46,47]: our results seem to be
consistent with the hypothesis of a distinct impact of pain and depressive symptoms on
reduced QoL. Our data did not address the nature of pain, which can therefore have any origin
and can be associated to prevalent conditions, e.g. musculoskeletal disease like neck or back
pain, or neurological conditions such as headache disorders. Presence of musculoskeletal pain
was in fact associated to lower QoL, with higher pain severity and multiple locations being
associated to worse QoL [48–50]. Pain from headache disorders were shown to influence QoL
through both pain intensity and frequency of headaches, with more frequent headaches deter-
mining worse QoL [51,52].
As reported in a recent review, a negative relationship between smoking and QoL exists and
the magnitude of association is consistent with the amount of cigarettes smoked [53]. Smoking
cessation was found to significantly improve QoL, which was found to be better between 2 and
5 years after quitting [11].Our data seem to support these findings: contrasted to never smok-
ing, smoking status determined worse QoL, while no predictive power was found for previous
smoking. However, we did not include information on the duration of non-smoking period,
therefore this has to be taken just as an hypothesis. Smoking has relevant implications, not
only connected to QoL, but also to general health and preventive policies. Compared to non-
smokers, smokers were more likely to have problems with mobility, self-care and daily activi-
ties, and were also more likely to report pain, anxiety and depression [11]. Smoking is a risk
factor that tends to present with other factors, such as alcohol consumption and physical inac-
tivity [54,55], which is partly consistent with our results. Low levels of physical activity were in
fact found to be associated to reduced QoL in a large number of studies [56,57], as well as to
obesity or overweight [58,59]. In contrast with these results, our data did not support the asso-
ciation between obesity, increased WC and QoL, despite a more than half of our sample was
obese or overweight and one-third had high-risk WC. The issue of alcohol consumption
deserves a separate comment, since a moderate alcohol consumption was associated to better
QoL compared to being abstainer: this results is consistent with what previously found in other
studies [60,61].
Social network and social support have been shown to have a positive impact on health-
related quality of life [62,63]. The difficulty with the measurement of this construct lies in the
multiplicity of sub-concepts that are part of it and that include social network size, density (i.e.
the extent to which the members are connected to each other), homogeneity (i.e. how much
individuals are similar to each other in a network) and boundedness (i.e. the degree to which
they are defined on the basis of traditional group structures such as kin, work and neighbour-
hood) [64] and, generally, research focused on only one of these aspects. The COURAGE in
Europe SNI, on the contrary, allows for the determination of social networks’ support on the
basis of the structural component of the social network of an individual: each component of
the network (spouse, parents, other relatives, neighbours, friends and co-workers) provides
some kind of support (emotional, instrumental, appraisal and informational), and the fre-
quency of contacts finally provides information on intensity of contacts and on the level of
involvement [30]. Therefore, the weighted SNI used in our analysis, by addressing all of the rel-
evant components of social network, enabled us to provide reliable information on the positive
effect of a wide and rich social network towards higher QoL.
Finally, our results are completely novel with regard to the positive impact on QoL of living
in a house that is perceived as usable and non-risky. Research addressing the impact of built
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environment features on QoL is almost lacking and, to our knowledge, two previous studies
addressed such a relationship. The first refers to a sample of citizens of Bogotá (Colombia)
aged 60 or more, in which perceived features of built environment, namely street noise, safety
of public areas and street crossings were found to be significantly associated with QoL [65]. In
a second study from Italy, the features of built environment were restricted to living in an
urban or rural context only, and significant group differences were found only among male
respondents [66]. Such a way to address features of built environment is largely partial, as it
provides no indication on the degree to which the context in which the persons live has any
facilitating or hindering effect. On the contrary our approach, in which different scales measur-
ing perceived environment characteristics were used, enabled us to open to a broader perspec-
tive on the association between environmental factors and quality of life: the findings of our
study suggest that policies that promote and ensure in-house safety could influence QoL, also
controlling for several determinants.
Taken as a whole, our results pointed out similarities and differences in the impact of deter-
minants in the three countries. Some variables–namely smoking status, presence of bodily
pain, being emotionally affected by health conditions, as well as having good social network
and living in a house that is perceived as usable and with low risk of accidents–had an impact
that was basically consistent across countries. For other variables, some differences in their
impact across countries were pointed out, in particular connected to age, chronic conditions
such as angina and depression, and self-reported feeling of sadness.
Previous studies suggested that age is a predictor of decreased QoL as a result of the effect of
chronic conditions [5,34], while in other studies this association was not found [4,35], and our
results are in between: if we consider the whole group, the association was confirmed. However,
if we take single countries, we see a relevant association for age in Polish population, but not
for example among the Spanish, consistently with the results of Garin and colleagues [4]. The
same is to be said for angina and depression: they were already found to be associated with and
impaired QoL [43,44], but this association was mostly derived from studies performed in clini-
cal populations. In our study, depression was significantly associated to worse QoL only among
the Spanish subgroup, thus confirming results previously addressed in other studies where
presence of depression was associated to reduced QoL in Spanish populations [67,68]. What it
is interesting to note is that among the Polish and Finnish subgroup, feelings of sadness were
associated to worse QoL, but not the diagnosis of depression. This remarks the difference
between the two variables, and opens to understand the reasons for this trend. We can hypoth-
esize that differences exist in the organization of services in the three countries or that there is
higher perception of stigma: a report from Poland seems to point out this element as a relevant
one at work, within families and general community members [69].
Some limitations need to be acknowledged. First, the cross-sectional design, that does not
allow the investigation of causal relationships. Second, health conditions were self-reported,
which could lead to identification bias. Such an approach has been shown to be generally ade-
quate when matched to physicians’ statements on the presence of a disease [70]: anyway, to
reduce the risk of reporting biases, generic reference to broad illness group was used, and there-
fore no definition of disease severity could be applied. Third, data on health state description
and on difficulties in daily activities were referred to the previous thirty days, but no indication
on the duration of the problem (i.e. how many days in the last thirty?) was included: this might
have exerted some effect on variables such as presence of pain, sleep problems or concentra-
tion. Finally, we recommend a cautious approach when interpreting the comparison across
countries since they should be mostly regarded as a descriptive one. The reason for this is that
the three samples are representative of the population of each country, but the way in which
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respondents were selected, and weights created, was country-dependent: for this reason, no dif-
ferences across countries were calculated.
In conclusion, we reported information on the determinants of QoL in a sample of commu-
nity dwelling adults and older adults from Finland, Poland and Spain. Our results shed light on
the importance of identifying modifiable risk factors that act as determinants of QoL, and pro-
vide public health indications that could support concrete actions at country level. In particu-
lar, smoking cessation, increasing the level of physical activity, identifying and addressing
pain-related problems, improving social network ties and applying universal design approach
to houses and environmental infrastructures could potentially increase QoL of ageing
population.
Supporting Information
S1 File. Dataset.
(TXT)
S1 Table. Full distribution of variables by country.
(DOCX)
S2 Table. Full Hierarchical regression models to predict quality of life.
(DOCX)
Author Contributions
Conceived and designed the experiments: AR NM SC GBF JMH SK AMMM BTAML. Per-
formed the experiments: AR JMH SKMM BTAML. Analyzed the data: AR BC NM LDT.
Wrote the paper: AR BC NM RQ DS LDT SC GBF JMH SK AMMM BTAML.
References
1. United Nations, Department of Economic and Social Affairs, Population Division. (2013) World Popula-
tion Ageing 2013. New York: United Nations.
2. Global Burden of Disease Study 2013 Collaborators. (2015) Global, regional, and national incidence,
prevalence, and years lived with disability for 301 acute and chronic diseases and injuries in 188 coun-
tries, 1990–2013: a systematic analysis for the Global Burden of Disease Study 2013. Lancet, 389
(9995), 743–800.
3. World Health Organization. (2015) World report on ageing and health. Geneva: World Health
Organization.
4. Garin N., Olaya B., Moneta M.V., Miret M., Lobo A., Ayuso-Mateos J.L., et al. (2014) Impact of multimor-
bidity on disability and quality of life in the Spanish older population. PLoS One, 9(11), e111498. doi:
10.1371/journal.pone.0111498 PMID: 25375890
5. Hunger M., Thorand B., Schunk M., Döring A., Menn P., Peters A., et al. (2011) Multimorbidity and
health-related quality of life in the older population: results from the German KORA-age study. Health
and Quality of Life Outcomes, 9, 53. doi: 10.1186/1477-7525-9-53 PMID: 21767362
6. Seland J.H., Vingerling J.R., Augood C.A., BenthamG., Chakravarthy U., deJong P.T.V.M., et al.
(2011) Visual Impairment and quality of life in the Older European Population, the EUREYE study. Acta
Ophthalmologica, 89(7), 608–613 doi: 10.1111/j.1755-3768.2009.01794.x PMID: 19925518
7. Dale C.E., Bowling A., Adamson J., Kuper H., Amuzu A., Ebrahim S., et al. (2013) Predictors of patterns
of change in health-related quality of life in older women over 7 years: evidence from a prospective
cohort study. Age and Ageing, 42(3), 312–318 doi: 10.1093/ageing/aft029 PMID: 23537589
8. Saatcioglu O., Yapici A., Cakmak D. (2008) Quality of life, depression and anxiety in alcohol depen-
dence. Drug and Alcohol Review 27(1), 83–90. PMID: 18034385
9. Van Dijk A.P., Toet J., Verdurmen J.E. (2004) The relationship between health-related quality of life
and two measures of alcohol consumption. Journal of Studies on Alcohol, 65(2), 241–249 PMID:
15151356
Determinants of QoL in Finland, Poland and Spain
PLOS ONE | DOI:10.1371/journal.pone.0159293 July 19, 2016 13 / 17
10. Coste J., Quinquis L., D'Almeida S., Audureau E. (2013) Smoking and health-related quality of life in
the general population. Independent relationships and large differences according to patterns and
quantity of smoking and to gender. PLoS One, 9(3), e91562.
11. Vogl M., Wenig C.M., Leidl R., Pokhrel S. (2012) Smoking and health-related quality of life in English
general population: implications for economic evaluations. BMC Public Health, 12, 203. doi: 10.1186/
1471-2458-12-203 PMID: 22429454
12. Rosenkranz R.R., Duncan M.J., Rosenkranz S.K., Kolt G.S. (2013) Active lifestyles related to excellent
self-rated health and quality of life: cross sectional findings from 194,545 participants in The 45 and Up
Study. BMC Public Health, 13, 1071. doi: 10.1186/1471-2458-13-1071 PMID: 24224982
13. Netuveli G., Wiggins R., Hildon Z., Montgomery S.M., Blane D. (2006) Quality of life at older ages: evi-
dence from the English Longitudinal Study of Ageing (wave 1). Journal of Epidemiology and Commu-
nity Health, 60(4), 357–363. PMID: 16537355
14. Han K.T., Park E.C., Kim J.H., Kim S.J., Park S. (2014) Is marital status associated with quality of life?
Health and Quality of Life Outcomes, 12, 109. doi: 10.1186/s12955-014-0109-0 PMID: 25104276
15. Georgellis Y., Tsitsianis N., Yin Y.P. (2009) Personal values as mitigating factors in the link between
income and life satisfaction: evidence from the European Social Survey. Social Indicators Research,
91(3), 329–344.
16. Mielck A., Vogelmann M., Leidl R. (2014) Health-related quality of life and socioeconomic status:
inequalities among adults with a chronic disease. Health and Quality of Life Outcomes, 12, 58. doi: 10.
1186/1477-7525-12-58 PMID: 24761773
17. Garin N., Olaya B., Miret M., Ayuso-Mateos J.L., Power M., Bucciarelli P., et al. (2014) Built environ-
ment and elderly population health: a comprehensive literature review. Clinical Practice and Epidemiol-
ogy in Mental Health, 10, 103–115. doi: 10.2174/1745017901410010103 PMID: 25356084
18. Renalds A., Smith T.H., Hale P.J. (2010) A systematic review of built environment and health. Family
and Community Health, 33(1), 68–78. doi: 10.1097/FCH.0b013e3181c4e2e5 PMID: 20010006
19. Araya R., Montgomery A., Rojas G., Fritsch R., Solis J., Signorelli A., et al. (2007) Commonmental dis-
orders and the built environment in Santiago, Chile. British Journal of Psychiatry, 190(5), 394–401
20. Subramanian S.V., Kubzansky L., Berkman L., Fay M., Kawachi I. (2006) Neighborhood effects on the
self-rated health of elders: Uncovering the relative importance of structural and service-related neigh-
borhood environments. The journals of gerontology. Series B, Psychological sciences and social sci-
ences, 61(3), S153–160. PMID: 16670193
21. TheWHOQOL Group. (1995) TheWorld Health Organization Quality of Life assessment (WHOQOL):
position paper from theWorld Health Organization. Social Science and Medicine, 41(10), 1403–1439.
PMID: 8560308
22. World Health Organization. Process of translation and adaptation of instruments. http://www.who.int/
substance_abuse/research_tools/translation/en/ Accessed November 10, 2015
23. Üstün, T.B., Chatterji, S., Mechbal, A., Murray, C.J.L., WHS Collaborating groups. (2005) Quality assur-
ance in surveys: standards, guidelines and procedures. In: United Nations Statistics Division. Depart-
ment for Economic and Social Affairs. Household sample surveys in developing and transition
countries. (pp 199–230) New York: United Nations.
24. Leonardi M., Chatterji S., Koskinen S., Ayuso-Mateos J.L., Haro J.M., Frisoni G., et al (2014). Determi-
nants of health and disability in ageing population: the COURAGE in Europe Project (collaborative
research on ageing in Europe). Clinical Psychology and Psychotherapy, 21(3), 193–198. doi: 10.1002/
cpp.1856 PMID: 23881690
25. Caballero F.F., Miret M., Power M., Chatterji S., Tobiasz-Adamczyk B., Koskinen S., et al. (2013) Vali-
dation of an instrument to evaluate quality of life in the aging population: WHOQOL-AGE. Health and
Quality of Life Outcomes, 11, 177. doi: 10.1186/1477-7525-11-177 PMID: 24152691
26. World Health Organization. (2011) Waist circumference and waist–hip ratio: report of a WHO expert
consultation, Geneva, 8–11 December 2008. Geneva: World Health Organization
27. World Health Organization. (2002) International guide for monitoring alcohol consumption and related
harm. Geneva: World Health Organization.
28. Bull F.C., Maslin T.S., Armstrong T. (2009) Global physical activity questionnaire (GPAQ): nine country
reliability and validity study. Journal of Physical Activity & Health, 6(6), 790–804.
29. World Health Organization. Global Physical Activity Surveillance. http://www.who.int/chp/steps/GPAQ/
en/ Accessed November 10, 2015
30. Zawisza K., Galas A., Tobiasz-Adamczyk B., Chatterji S., Haro J.M., Miret M., et al. (2014) The validity
of the instrument to evaluate social network in the ageing population: the Collaborative Research on
Ageing in Europe Social Network Index. Clinical Psychology and Psychotherapy, 21(3), 227–241. doi:
10.1002/cpp.1860 PMID: 23939715
Determinants of QoL in Finland, Poland and Spain
PLOS ONE | DOI:10.1371/journal.pone.0159293 July 19, 2016 14 / 17
31. Raggi A., Quintas R., Bucciarelli P., Franco M.G., Andreotti A., Miret M., et al. (2014) Validation of the
COURAGE Built Environment Self-Reported Questionnaire. Clinical Psychology and Psychotherapy,
21(3), 215–226. doi: 10.1002/cpp.1859 PMID: 23861306
32. ThompsonW.W., Zack M.M., Krahn G.L., Andresen E.M., Barile J.P. (2012) Health-related quality of
life among older adults with and without functional limitations. American Journal of Public Health, 102
(3), 496–502. doi: 10.2105/AJPH.2011.300500 PMID: 22390514
33. Layte R., Sexton E., Savva G. (2013) Quality of life in older age: evidence from an Irish cohort study.
Journal of the American Geriatrics Society, 61(Suppl 2), S299–305. doi: 10.1111/jgs.12198 PMID:
23662722
34. Parker L., Moran G.M., Roberts L.M., Calvert M., McCahon D. (2014) The burden of common chronic
disease on health-related quality of life in an elderly community dwelling population in the UK. Family
Practice, 31(5), 557–563 doi: 10.1093/fampra/cmu035 PMID: 24987022
35. Low G., Molzahn A.E., Schopflocher D. (2013) Attitudes to aging mediate the relationship between
older peoples’ subjective health and quality of life in 20 countries. Health and Quality of Life Outcomes,
11, 146. doi: 10.1186/1477-7525-11-146 PMID: 23984754
36. Chia E.M., Wang J.J., Rochtchina E., Smith W., Cumming R.R., Mitchell P. (2004) Impact of bilateral
visual impairment on health-related quality of life: the Blue Mountains Eye Study. Investigative Ophthal-
mology & Visual Science, 45(1), 71–76.
37. Finger R.P., Fenwick E., Marella M., Dirani M., Holz F.G., Chiang P.P., et al (2011) The impact of vision
impairment on vision-specific quality of life in Germany. Investigative Ophthalmology & Visual Science,
52(6), 3613–3639
38. du Toit R., Palagyi A., Ramke J., Brian G., Lamoureux E.L. (2010) The impact of reduced distance and
near vision on the quality of life of adults in Timor-Leste. Ophthalmology, 117(12), 2308–2314. doi: 10.
1016/j.ophtha.2010.03.041 PMID: 20598750
39. Bookwala J. (2011) Marital quality as a moderator of the effects of poor vision on quality of life among
older adults. The journals of gerontology. Series B, Psychological sciences and social sciences, 66(5),
605–616.
40. Lopez D., McCaul K.A., Hankey G.J., Norman P.E., Almeida O.P., Dobson A.J., et al (2011). Falls, inju-
ries from falls, health related quality of life and mortality in older adults with vision and hearing
impairment—is there a gender difference? Maturitas, 69(4), 359–364. doi: 10.1016/j.maturitas.2011.
05.006 PMID: 21664773
41. Jivraj S., Nazroo J. (2014) Determinants of socioeconomic inequalities in subjective well-being in later
life: a cross-country comparison in England and the USA. Quality of Life Research, 23(9), 2545–2558.
doi: 10.1007/s11136-014-0694-8 PMID: 24789666
42. Luthy C., Cedraschi C., Allaz A.F., Herrmann F.R., Ludwig C. (2015) Health status and quality of life:
results from a national survey in a community-dwelling sample of elderly people. Quality of Life
Research, 24(7), 1687–1696. doi: 10.1007/s11136-014-0894-2 PMID: 25510216
43. Jespersen L., AbildstrømS.Z., Hvelplund A., Prescott E. (2013) Persistent angina: highly prevalent and
associated with long-term anxiety, depression, low physical functioning, and quality of life in stable
angina pectoris. Clinical Research in Cardiology, 102(8), 571–581 doi: 10.1007/s00392-013-0568-z
PMID: 23636227
44. Allen J., Inder K.J., Harris M.L., Lewin T.J., Attia J.R., Kelly B.J. (2013) Quality of life impact of cardio-
vascular and affective conditions among older residents from urban and rural communities. Health and
Quality of Life Outcomes, 11, 140. doi: 10.1186/1477-7525-11-140 PMID: 23945355
45. Lin C.H., Yen Y.C., Chen M.C., Chen C.C.(2014) Depression and pain impair daily functioning and
quality of life in patients with major depressive disorder. Journal of Affective Disorders, 166, 173–178.
doi: 10.1016/j.jad.2014.03.039 PMID: 25012428
46. Gureje O. (2007) Psychiatric aspects of pain. Current Opinion in Psychiatry, 20(1), 42–46. PMID:
17143081
47. Ohayon M.M., Schatzberg A.F. (2010) Chronic pain and major depressive disorder in the general popu-
lation. Journal of Psychiatric Research, 44(7), 454–461. doi: 10.1016/j.jpsychires.2009.10.013 PMID:
20149391
48. Bernfort L., Gerdle B., Rahmqvist M., Husberg M., Levin L.Å. (2015) Severity of chronic pain in an
elderly population in Sweden—impact on costs and quality of life. Pain, 156(3), 521–527. doi: 10.1097/
01.j.pain.0000460336.31600.01 PMID: 25599240
49. Lacey R.J., Belcher J., Rathod T., Wilkie R., Thomas E., McBeth J. (2014) Pain at multiple body sites
and health-related quality of life in older adults: results from the North Staffordshire Osteoarthritis Proj-
ect. Rheumatology (Oxford), 53(11), 2071–2079.
Determinants of QoL in Finland, Poland and Spain
PLOS ONE | DOI:10.1371/journal.pone.0159293 July 19, 2016 15 / 17
50. Hider S.L., Whitehurst D.G., Thomas E., Foster N.E. (2015) Pain location matters: the impact of leg
pain on health care use, work disability and quality of life in patients with low back pain. European
Spine Journal, 24(3), 444–451. doi: 10.1007/s00586-014-3355-2 PMID: 24838505
51. Kim S.Y., Park S.P. (2014) The role of headache chronicity among predictors contributing to quality of
life in patients with migraine: a hospital-based study. Journal of Headache and Pain, 15, 68. doi: 10.
1186/1129-2377-15-68 PMID: 25278151
52. Raggi A., Giovannetti A.M., Schiavolin S., Leonardi M., Bussone G., Grazzi L., et al. (2014) Validating
the Migraine-Specific Quality of Life Questionnaire v2.1 (MSQ) in Italian inpatients with chronic
migraine with a history of medication overuse. Quality of Life Research, 23(4):1273–1277. doi: 10.
1007/s11136-013-0556-9 PMID: 24129671
53. Goldenberg M., Danovitch I., IsHakW.W. (2014) Quality of life and smoking. American Journal of
Addictions, 23(6), 540–562
54. Dey M., Gmel G., Studer J., Mohler-Kuo M. (2014) Health-risk behaviors and quality of life among
young men. Quality of Life Research, 23(3), 1009–1017. doi: 10.1007/s11136-013-0524-4 PMID:
24062240
55. Strine T.W., Chapman D.P., Balluz L.S., Moriarty D.G., Mokdad A.H. (2008) The associations between
life satisfaction and health-related quality of life, chronic illness, and health behaviors among US com-
munity-dwelling adults. Journal of Community Health, 33(1), 40–50. PMID: 18080207
56. Perales F., del Pozo-Cruz J., del Pozo-Cruz J., del Pozo-Cruz B (2014). On the associations between
physical activity and quality of life: findings from an Australian nationally representative panel survey.
Quality of Life Research, 23(7), 1921–1933. doi: 10.1007/s11136-014-0645-4 PMID: 24519670
57. Gill D.L., Hammond C.C., Reifsteck E.J., Jehu C.M., Williams R.A., AdamsM.M., et al. (2013) Physical
activity and quality of life. Journal of Preventive Medicine and Public Health, 46(Suppl 1), S28–34. doi:
10.3961/jpmph.2013.46.S.S28 PMID: 23412703
58. Cash S.W., Duncan G.E., Beresford S.A., McTiernan A., Patrick D.L. (2013) Increases in physical activ-
ity may affect quality of life differently in men and women: the PACE project. Quality of Life Research,
22(9), 2381–2388. doi: 10.1007/s11136-013-0389-6 PMID: 23504523
59. Herman K.M., HopmanW.M., Vandenkerkhof E.G., Rosenberg M.W. (2012) Physical activity, body
mass index, and health-related quality of life in Canadian adults. Medicine and Science in Sports and
Exercise, 44(4), 625–636. doi: 10.1249/MSS.0b013e31823a90ae PMID: 21971297
60. Valencia-Martín J.L., Galán I., Guallar-Castillón P., Rodríguez-Artalejo F. (2013) Alcohol drinking pat-
terns and health-related quality of life reported in the Spanish adult population. Preventive Medicine,
57(5), 703–707. doi: 10.1016/j.ypmed.2013.09.007 PMID: 24051265
61. Konnopka A., König H.H. (2009) The health and economic consequences of moderate alcohol con-
sumption in Germany 2002. Value in Health, 12(2), 253–261. doi: 10.1111/j.1524-4733.2008.00444.x
PMID: 20667060
62. García E.L., Banegas J.R., Pérez-Regadera A.G., Cabrera R.H., Rodríguez-Artalejo F. (2005) Social
network and health-related quality of life in older adults: A population-based study in Spain. Quality of
Life Research, 14(2), 511–520. PMID: 15892440
63. Borglin G., Jakobsson U., Edberg A.K., Hallberg I.R. (2006) Older people in Sweden with various
degrees of present quality of life: their health, social support, everyday activities and sense of coher-
ence. Health & Social Care in the Community, 14(2), 136–146.
64. Berkman L.F., Glass T. (2000) Social integration, social networks, social support, and health. In: Berk-
man L.F., Kawachi I I. (Eds.) Social epidemiology (pp. 137–173). New York: Oxford University Press
65. Parra D.C., Gomez L.F., Sarmiento O.L., Buchner D., Brownson R., Schimd T., et al (2010). Perceived
and objective neighborhood environment attributes and health related quality of life among the elderly
in Bogotá, Colombia. Social Science and Medicine, 70(7), 1070–1076. doi: 10.1016/j.socscimed.2009.
12.024 PMID: 20138418
66. Carta M.G., Aguglia E., Caraci F., Dell'Osso L., Di Sciascio G., Drago F., et al (2012). Quality of life and
urban / rural living: preliminary results of a community survey in Italy. Clinical Practice and Epidemiol-
ogy in Mental Health, 8, 169–174. doi: 10.2174/1745017901208010169 PMID: 23248678
67. Jürschik P., Nunin C., Botigué T., Escobar M.A., Lavedán A., Viladrosa M. (2012) Prevalence of frailty
and factors associated with frailty in the elderly population of Lleida, Spain: the FRALLE survey.
Archives of Gerontology and Geriatrics, 55(3), 625–631. doi: 10.1016/j.archger.2012.07.002 PMID:
22857807
68. Fernandez-Martinez B., Prieto-Flores M.E., Forjaz M.J., Fernández-Mayoralas G., Rojo-Pérez F., Mar-
tínez-Martín P. (2012) Self-perceived health status in older adults: regional and sociodemographic
inequalities in Spain. Revista de Saúde Pública, 46(2), 310–319. PMID: 22437859
Determinants of QoL in Finland, Poland and Spain
PLOS ONE | DOI:10.1371/journal.pone.0159293 July 19, 2016 16 / 17
69. Świtaj P., Wciórka J., Grygiel P., AnczewskaM., Schaeffer E., Tyczyński K., et al. (2012) Experiences
of stigma and discrimination among users of mental health services in Poland. Transcultural Psychiatry,
49(1), 51–68. doi: 10.1177/1363461511433143 PMID: 22222618
70. Kriegsman D.M., Penninx B.W., van Eijk J.T., Boeke A.J., Deeg D.J. (1996) Self-reports and general
practitioner information on the presence of chronic diseases in community dwelling elderly. A study on
the accuracy of patients' self-reports and on determinants of inaccuracy. Journal of Clinical Epidemiol-
ogy, 49(12), 1407–1417. PMID: 8970491
Determinants of QoL in Finland, Poland and Spain
PLOS ONE | DOI:10.1371/journal.pone.0159293 July 19, 2016 17 / 17
